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BACKGROUND: Evidence concerning the influence of ethnic diversity on clinical encounters in cancer care is sparse. We explored health
providers’ experiences in this context.
METHODS: Focus groups were conducted with a purposeful sample of 106 health professionals of differing disciplines, in 18 UK primary
and secondary care settings. Qualitative data were analysed using constant comparison and processes for validation.
RESULTS: Communication and the quality of information exchanged with patients about cancer and their treatment was commonly
frustrated within interpreter-mediated consultations, particularly those involving a family member. Relatives’ approach to ownership
of information and decision making could hinder assessment, informed consent and discussion of care with patients. This magnified
the complexity of disclosing information sensitively and appropriately at the end of life. Professionals’ concern to be patient-centred,
and regard for patient choice and autonomy, were tested in these circumstances.
CONCLUSION: Health professionals require better preparation to work effectively not only with trained interpreters, but also with the
common reality of patients’ families interpreting for patients, to improve quality of cancer care. Greater understanding of cultural and
individual variations in concepts of disclosure, patient autonomy and patient-centredness is needed. The extent to which these
concepts may be ethnocentric and lack universality deserves wider consideration.
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Care involving health professionals and patients of differing
culture and ethnicity is increasingly the norm in developed
countries. Ethnic inequalities in health and health care across
disease settings present many challenges (Davey Smith et al, 2000;
Smedley et al, 2003). Disparities in care of cancer and its outcomes
for minority ethnic groups are no exception (Selby, 1996). These
include, for example, ethnic differences in receipt of appropriate
tests (McMahon et al, 1999), analgesia (Bernabei et al, 1998) and
access to palliative care (Gaffin et al, 1996; Karim et al, 2000;
Ahmed et al, 2004; Koffman et al, 2007). Such disparities may be
associated with higher cancer mortality and lower survival (Bach
et al, 1999; Ward et al, 2004).
Although cancers appear less common in minority ethnic
groups, cancer is the foremost or second most common cause of
death across virtually all populations (Bhopal and Rankin, 1996).
Given the relatively young age structure of many minority
populations in Western societies, and their adoption of indigenous
lifestyle, such as diet and smoking, their experience of cancer and
associated health-care needs can also be expected to rise in coming
decades (Wild et al, 2006).
As part of informing strategies to respond, the influence of
cultural diversity on day-to-day clinical encounters requires
further study (Smedley et al, 2003). Patients’ understanding and
preferences for care should be based on appropriate exchange of
information with health professionals. However, the acquisition
and use of such information may be influenced by the context and
process of communication. In the UK, National Institute for Health
and Clinical Excellence (NICE) Cancer Services Guidance (2004)
underlined the need for cancer care practitioners to develop skills
in communication generally, and noted professionals may be
poorly skilled in communicating effectively in ethnically diverse
settings. However, there is a surprising lack of relevant published
data on how professionals perceive and experience such encoun-
ters to inform practice or policy (Skelton et al, 2001; Smedley et al,
2003).
This qualitative study formed part of a wider initiative to
enhance health professionals’ responses to cancer and ethnic
diversity (Kai, 2005). This has identified professionals’ uncertainty
and apprehension in responding to the needs of patients of
differing ethnicities to their own, and how this can create a
disabling hesitancy and inertia in their clinical practice (Daniels
and Swartz, 2007; Kai et al, 2007). We aimed to explore health
professionals’ experiences of caring for patients with cancer from
diverse ethnic communities to inform practice and quality of care
interventions. This paper reports data on the contemporary
practical challenges of communication, disclosure and patient
autonomy faced by professionals in providing cross-cultural
cancer care.
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The study protocol was reviewed by a UK multi-centre research
ethics committee, which had no ethical objections. Participants
were sampled purposefully from a range of health service settings
across the West and East Midlands regions of the UK. They were
chosen to include health professionals of differing disciplines and
cancer care settings, with varying experience of working with
ethnically diverse patients, serving populations with varying
minority ethnic composition (low, average or high proportions
of local community). Participants were drawn from 18 care settings
(six primary care or general practice settings, three community
health services, four hospices and five departments in three
general hospitals).
Data generation
We used focus groups rather than one-to-one interviews to seek
insights into attitudes, opinions and underlying assumptions that
group interaction can enable (Kitzinger, 1995). Invitation with
information about the study was sent to potential participants
via local service contacts and leads. Professionals willing to partici-
pate were selected so that each focus group was either generally
homogenous by discipline to promote sharing of experiences, and
equality of professional power (13 groups), or multidisciplinary
to encourage exploration of views from members of the same care
team (five groups).
A pilot focus group was used to develop our interview topic
guide with prompts to generate discussion of participants’
experiences based on recall of actual patient cases. This explored
perceived strengths, concerns and any other issues of relevance
to their practice working with patients of differing ethnicity to
themselves in cancer care. In all, 18 focus groups (range 5–11
participants) involving 106 respondents were undertaken,
mostly in participants’ work settings, using recognised methods
(Kitzinger, 1995). All respondents gave written informed consent
to their participation and completed brief information about
themselves, including self-assigned ethnicity. Group discussions
lasted between 1.5 and 3h, and were audiotaped and transcribed
verbatim. The characteristics of participants (74 women, 32 men)
and their range of experience of working with patients from ethnic
‘minorities’ are shown in Table 1.
Data analysis and validation
We used constant comparison, in which data were collected and
analysed concurrently enabling emergent themes and ideas to be
incorporated and explored in subsequent interviews, to develop
categories (Strauss and Corbin, 1990). The authors, of differing
discipline (JB, a research fellow with linguistics background, JK, an
academic family physician and CF, a consultant physician in
palliative care medicine), each coded data independently, before
discussing and agreeing a final interpretation and the presentation
of broad categories, developed from coding, as themes in this
paper. Organisation of data was assisted by use of the N-Vivo
software given the large size of the data set. New data were used
and deviant cases (Strauss and Corbin, 1990) sought to assess the
integrity of the categories identified, with data generation
continuing until no new categories were emerging suggesting
saturation (Strauss and Corbin, 1990).
Preliminary findings were fed back and discussed with a group
of seven health-care advocates from minority ethnic communities
who worked with cancer patients, and an eight-strong multi-
disciplinary advisory group with health service and academic
expertise in cultural diversity. All focus group participants were
also sent and invited to comment on a summary of results, and
seven attended a further focus group facilitated by JB and JK to
discuss and check validity of our interpretation of the data
(Bloor, 1997). These processes confirmed and helped further
refine analysis.
RESULTS
Caring for patients of differing ethnicity to their own provided
positive experiences and opportunities for respondents. Health
professionals perceived patients’ needs to be generally similar
across ethnic groups, whatever their background. However, they
encountered a range of challenges, particularly in encounters with
a third party interpreting. Professionals found families’ mediation
of communication with patients, and approach to ownership of
information about their relatives, could make achieving appro-
priate assessment, informed consent and discussion of care with
patients more difficult. This also magnified dilemmas for health
professionals about disclosure of cancer diagnosis and prognosis,
especially when poor. Professionals’ concern to be patient-centred
and their regard for patient autonomy were tested in these
circumstances.
Opportunities from working with ethnically diverse
patients
Respondents gave examples of how they found caring for patients
of differing ethnicity to their own to be positive, stimulating and
rewarding. These were reflected in aspects of their therapeutic
relationship, facilitating patient access to services, developing
Table 1 Characteristics of respondents (n¼106)
Number
(%)
Health professional background
Physicians (hospital, palliative and primary care) 22 (21)
Community-based nursing (practice nurses, district nurses,
palliative care, other)
21 (20)
Hospital-based nursing (ward-based, nurse specialists) 18 (17)
Allied health professionals (physiotherapists, occupational
therapists, radiographers)
16 (15)
Link workers and advocates 21 (20)
Health service, practice and ward managers 8 (7)
Reported frequency of working with patients from ethnic minorities
At least daily 52 (49)
At least weekly 21 (20)
At least monthly 8 (7)
Uncommonly 25 (24)
Age range (years)
24–35 25 (24)
36–45 34 (32)
46–55 33 (31)
56–65 14 (13)
Ethnicity
White and UK born 63 (59)
South Asian (born in or descended from those born in Pakistan,
India, Bangladesh or Sri Lanka)
31 (29)
African Caribbean 3 (3)
White European 7 (7)
Chinese 2 (2)
Languages spoken other than English
South Asian (Urdu, Punjabi, Hindi, Mirpuri, Sylheti, Bengali) 27 (25)
Cantonese/Mandarin 2 (2)
Caribbean patois 2 (2)
African (Shona, Swahili) 2 (2)
Other European (French, German, Spanish, Italian) 14 (13)
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scommunication skills and realising opportunities for personal and
professional development. For example:
I feel that (having more ethnic minority patients) stimulated
personally a learning need in me that I didn’t quite appreciate I
had and I always thought I’d never get round to doing anything
about it (General Practitioner).
Compromise of communication
Participants spoke of a range of constraints on communication
with patients where language was not shared or English speaking
was limited. Communication often remained unsatisfactory
where others acted as interpreter. Professionals identified how
establishing concerns, assessing needs, checking understanding or
negotiating treatment were more challenging when interactions
involved patients with little or no English, with potentially negative
consequences for patient care (Box 1). In addition to language,
gauging non-verbal communication and cultural differences in
expression and perception were further sources of difficulty, even
where English was spoken by both parties, leading to misunder-
standings (Box 1).
Communication with patients facilitated by trained inter-
preters, bilingual link workers or advocates was familiar to some
respondents. However, experience of family members interpreting
for patients was much more common. Here, participants high-
lighted concerns that information may be filtered or inaccurately
translated with consequences not only for the patient, but also with
the further potential for conflict between the family member
interpreting and the health professional (Box 2).
Some participants found that relatives were not willing to have
a professional interpreter present. Determining the patient’s
wishes for an interpreter in this situation was problematic. Other
respondents underlined further concern about the appropriateness
of the age or gender of family members acting as interpreters, or
the possibility of other aspects of family relationships compromis-
ing communication in this context (Box 2).
Working with trained bilingual professionals
Participants with experience of working with a trained professional
interpreter usually valued the benefit of their support. Some
had worked with bilingual link workers and appreciated their
assistance not only with communication during encounters, but
also outreach and education. However, working with trained
interpreters still posed difficulties. This included planning,
resource and practical issues such as lacking a supporting budget
or need to anticipate patients’ language needs and book inter-
preting services in advance. When an interpreter was available,
health professionals sometimes lacked confidence in their skills or
were uncertain about their precise role. Respondents identified
general concerns about accurate exchange of information, how
gender of interpreters in relation to patients might compromise
communication and highlighted how difficult it was to explore how
patients were feeling (Box 3).
Working with bilingual colleagues also presented respondents
with a sense of changes in their power and control during inter-
actions, including cultural variation in gender relationships.
However, some professionals noted that they had no formal
training in working with interpreters effectively nor understood
what appropriate expectations of interpreters might be, including
of interpreters’ own training (Box 3).
Correspondingly, respondents who were interpreters or link
workers emphasised that many health professionals did not know
Box 1 Difficulties in communication affecting care
Trying to assess how much pain this chap was in via an interpreter I found very
difficult, and we had trouble getting his pain killers right, trying to work out was
he on the right mixture and was there any side effects. It was very difficult.
(JB) Did you get a professional interpreter?
No, no, because a lot of it was visiting at home and sometimes one son would
be thereywho spoke English, depending on when we visited (General
Practitioners, G16).
P2: Even if there is no need for an interpreter if somebody’s language is not
bad, once you start getting to these complex areas, language kind of falls flat
againy
P3: I can remember talking to an Asian man who had got very good English,
but when I asked him how he felt because he’d got cancer that couldn’t be
cured, he didn’t know what I meanty He knew he was going to die from it.
But he couldn’t tell me how that felt to himy
P4: I think in Polish and in an Asian language, I don’t know which one, when
they want to say a lot of pain the translation is ‘too much pain’. It sounds like a
complaint and ykind of rubs you up the wrong way. ‘Too much pain’ means
something’s got to be done about it, when what they’re really saying is ‘a lot of
pain’y (Physicians, G14).
What’s difficult to understand is often body language, reading, as we do it so
naturally westerners’ body language, I find that very difficult when you are
speaking to people that don’t give you eye contact enough, especially women
or (when) the men speaky for the women (Occupational therapists, G12).
P3: (She) spoke no English at all and it was very difficult communicating with
her, not only from a language point of view but her expression of her
symptomsy
P8: She was very noisy in her expression of symptoms and so the staff tended
to feely she was over-reactingy It was distressing for other patients so it
was quite difficult to handle and for staff to remain sympatheticy
P2: It must be very frightening for patients, I think when people don’t
understand and that must have a very detrimental effect on (patients) and their
lack of trust in the staff (Multidisciplinary hospital and palliative care
professionals, G8).
Box 2 Experience of family members interpreting
P2: Sometimes they get into long conversations with one another and the
consultation just goes to pot really.
P3: You don’t know what is being said, what you say isn’t being interpretedy
you say something and they don’t repeat it and then sometimes you have to
prompt them to tell.
P4: Or if it is a husband, he’ll only tell the wife what he thinks is enough and
appropriate. I said have you told her what I’ve just said? And he said yes, I’ll tell
her later. And I said well why?yIt’s not easy (Primary care/community nurses,
G13).
P3: Having to use family as an interpreter you are not 100% certain what they
are saying, and I know we can get in professional interpreters, but that can be
seen as an insult to the family, when the son saysyI can interpret for Mum,
and you just get the feeling, is Mum really havingy her questions
answered?ythat, certainly, I’ve struggled with (Multidisciplinary palliative care
team, G4).
P3: A young sony said ‘if she (patient of Chinese origin) doesn’t want to
come, that’s it’. I said at least explain to her in your language how important it
is, y that she goes and gets this treatment, or she’ll die, you know. She didn’t. I
don’t know whether she died.
P1: No, she went to Hong Kong and we don’t know what happened.
P2: That’s awkward y, because you don’t know whether it’s her that’s sort of
refusing or whether she is not being told (Multidisciplinary team, G17).
It really is difficulty bringing people to interpret for them like (their) little
childreny If you’ve got young family members, you don’t want to talk about
issues of death and dying with children (Multidisciplinary primary care team,
G15).
There were huge problems of communicationy It was difficult to explain how
to try and take medication (non- English speaking patient dying at home). It
was difficult to link all the services together that were going, and a lot of that
was to do with the sons I think. One would be there one day, and another the
next and they didn’t actually talk to each othery (Physicians, G14).
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them. Like some other respondents, they identified a critical need
for relevant health professional training. For example:
P5: We have to clarify why it takes so long to explain this
wordyFor example there is no Asian word for cervical smear, so
you have to explain what smear is. And probably the doctor will
think, ‘oh my god, answer yes or no, why is she taking so long?’,
then we have to explain to the doctor whyy.S ot h e r ea r e
difficulties, you know, word to word (Bilingual link workers, G10).
Professional interpreters reflected on the further challenges of
their own work and its quality. Their involvement in breaking bad
news was frequently problematic, for example, when interpreters
had not been briefed about the purpose of the consultation or felt
unprepared for this demanding role. Sometimes this reflected
tensions they experienced between personal roles expected of them
by patients and families, including collusion on non-disclosure of
information, and their professional roles. For example:
We go there and the doctor will tell us that the patient’s got
cancer. And it’s like, as soon as you hear that word, we think ‘My
god, how are we going to tell the patient? y how are they going to
take it and how should we pass it on? (Bilingual link workers, G10)
y and then father-in-law coming inyAnd basically they were
saying to lie to him (patient). That, you know, he will live. But
professionally we can’t do that, can you? Because while you’re
interpreting, if you’re interpreter you interpret what they (other
health professionals) sayyand you know, it is hard, I know it is
hard for them (family) and for usy (Community health centre/
interpreters G5).
Challenges for disclosure, patient autonomy and
relationship with patient
Participants perceived the care needs of people from ethnic minority
communities with cancer to be generally similar to anyone else with
cancer. There was, for example, little discussion of the impact of
differing religious or health beliefs. However, they found that how
needs were identified and negotiated could be more challenging
when relatives mediated communication, creating concerns about
whether and how information was disclosed to the patient.
Respondents recognised that families of any background may
wish to withhold a diagnosis of cancer from the patient because
they wanted the patient to maintain some hope and to fight the
disease. However among some minority ethnic communities, they
perceived that information about their relative could appear to
be more a matter for the family rather than the patient alone.
This tended to amplify dilemmas about disclosure. Professionals
experienced tension between their regard for individual patient
autonomy and being patient-centred on the one hand, and some
families’ approaches to ownership of information and decision
making about care on the other (Box 4).
Participants’ perceived involvement of the patient’s family could
make it difficult to locate the voice of the patient. This had
consequences for obtaining informed consent and open discussion
of treatment options or end of life plans (Box 5). Set against the
competing needs and preferences of the family, respondents found
a one-to-one relationship between themselves and the patient more
difficult to achieve. Nevertheless, some respondents were more
open to less familiar shifts in control of care to the family (Box 5).
DISCUSSION
This study highlights health professionals’ experience of frustrated
communication with patients from cultures different to their
own, particularly when third parties are interpreting. This had
potentially negative consequences for cancer care. We identify
professionals’ concerns about achieving appropriate assessment,
discussion and informed consent with patients. When patients’
families were involved in encounters, our findings suggest how
notions of patient-centredness and patient autonomy may be
tested.
Methodological considerations
Our participants’ perceptions may not be typical of all health
professionals or other settings. It was also recognised that they
were actively interested in discussing and reflecting on their cross-
cultural work. The findings must be interpreted with regard to the
study context and sample as described. However, we engaged a
broad range of health professionals with varying characteristics,
data generation continued to saturation, negative cases were
sought (Strauss and Corbin, 1990) and we undertook validation
Box 3 Working with trained interpreters
P4: If things are getting mangled up in translation, you can tell what you’re
saying is not coming out.
P1: Obviously you have toylook at whatever you recognize to be your
translationy
P4: If you say five sentences, and they say two words.
P2: Something got lost there.
(General Practitioners, G16).
P1: Today I’ve (seen) two patients via an interpreter and it’s hopeless. It’s very
difficult to communicate anything but a very clear problem via the interpreter
and things like feelings get lost in the translation.
P2: I think we need to do a lot more joint training with the interpreter service
P3: Sometimes I make an assumption that the interpreter is medically
educatedy if I’m thinking the patient is suffering from anxiety with all these
symptoms, I make an assumption that the interpreters can pick up on that and
it’s helping to bring that out.
P1: That could be quite dangerous.
P3: Yes, that’s the troubley and other times perhaps the interpreter has got
great insight into what’s going on.
P2: That’s interestingyI’ve no idea what qualifications they’ve goty
P1: (We have had) no training (on working with interpreters) at all
(Physicians, G14).
The power then moved. Because this was now a male Asian person
(interpreter) dealing now with three female Asian people, y you have gone
from being in a very empathy-giving situation to, ‘this is what you are being
told’. It isya very difficult thing to deal withy because that was a cultural role
that they all took ony He gave all the information to them but he was very
authoritariany But at least this information got acrossy (Clinical nurse
specialists, G1).
Box 4 Family involvement and disclosure to patient
The family was quite categoric that he mustn’t know what was going on and it
was insulting his intelligence not discussing it, but the family kind of put a block
on it and as they were able to do that because of the language, it was a
problem (Physicians, G4).
It does vary from socio-economic group, not just ethnic group, but what I do
find is often big differences in termsy of someone knowing their diagnosis, y
knowing what to expect. Usually (we’re) patient-focused, it’s usually other
carers not wanting the patient to know. It’s very typical. I particularly noticed it
with some of the ethnic minorities (Hospice multidisciplinary team G9).
We had a student in her early twenties with cancer of the cervixy. Some
relatives came over to look after hery, they very strongly felt she should not
be told-and this was someone doing a post graduate university course-but
obviously from a deeply Chinese culture and soy we couldn’t progress
anywhere ysharing knowledge with her, discussing options, etcy And we
got to the stage where we were putting up syringe drivers and having to
manage all that, which was terribly stressful for everybody
(General Practitioners, G16).
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swith participants (Bloor, 1997) and other groups. This increases
the likely relevance and transferability of findings beyond the
immediate study.
Professionals related their experiences in the context of care of
cancer, which might have particularly foregrounded issues of
communication. However, the reported challenges of commu-
nicating through a third party are likely to be similar in other
settings. Although findings concerning disclosure and patient
choice may be more particular to cancer care, they might be
anticipated in care of other serious illness, and at the end of life,
such as advanced cardiovascular or renal disease (Murray et al,
2002). The study adds to limited data on health professional
experiences of cross-cultural clinical encounters (Murphy and
Clark, 1993; Gerrish, 2001), particularly in the context of cancer
and other life-limiting illness (Smith et al, 2009; Worth et al, 2009).
Challenges of intercultural communication
The problems of communicating effectively because of language
and cultural differences have long been recognised, but largely
informally known in health care. Arguably, one reason that
training to work with professional interpreters, or to handle family
involvement in interpreting, is still not routinely taught or
commissioned is because there have been little published data to
expose the need (Jones, 2007). The current findings illustrate, from
health professional perspectives, how patient care might continue
to suffer as a result of poor, often mediated, communication. This
may be at critical points in cancer care, such as assessing level of
pain, discussing treatment or exploring concerns and feelings. The
danger of professionals relying on prior beliefs or stereotypes
about patients may be increased when communication is
frustrated by differences in language, culture or communication
style. This may also include how language is spoken (Roberts et al,
2005). Moreover, patients might seek and secure less information
from professionals when relying on an interpreter. Patient
diversity in preferences for information are likely to add further
complexity, with variation in desire for details about illness or full
disclosure (Muthu Kumar et al, 2004).
These factors may all contribute to care based on partial or
inaccurate information, particularly within the reality of service
time pressures. Although explanations for ethnic disparities
in cancer care, and other settings, are likely to be multi-
factorial, compromise of communication may play a significant
part. This may be further compounded by the uncertainty health
professionals may experience in responding to ethnic diversity and
the disempowerment this may create in their practice. Distracted
by cultural difference, professionals may not employ the inter-
personal skills they habitually use in exploring their uncertainty
and connecting with other patients (Daniels and Swartz, 2007;
Kai et al, 2007).
Enhancing communication through a third party
The nature, efficacy and consequences of interpreter-mediated
communication in health encounters have received surprisingly
little attention (Kaufert and Putsch, 1997; Skelton et al, 2001;
Flores, 2005). The ability to speak, read and write English varies
considerably between ethnic groups, but interpreting will remain
crucial for significant proportions of populations.
Use of a trained professional interpreter rather than a family
member, friend or untrained member of staff is recommended as
preferable, ethically and to reduce mistranslation, with use of
children seen as particularly inappropriate (Flores et al, 2003;
Flores, 2005), and with growing recognition of its critical
importance in end of life care (Smith et al, 2009). In this study,
communication usually relied on the patient’s family, suggesting
that achieving this in practice can be more problematic. Family
involvement might be the only option where interpreting services
are unavailable. There may also be patient or family preference for
family interpretation, for example, because of concerns about
confidentiality, although reports are conflicting (Chamba and
Ahmad, 2000) and further research is needed.
Trained interpreters have been routinely underused (Jones,
2007). Some of our respondents lacked familiarity with interpret-
ing roles and processes, or lacked confidence in the accuracy of
translation by both trained interpreters and family members. This
is supported by evidence of common errors in interpretation
(Flores et al, 2003). The UK’s Cancer Reform Strategy (Department
of Health, 2007), while highlighting the need for effective
communication, does not include the skills to communicate with
patients where shared language is lacking or its relevance to
reducing inequalities in cancer care. This study underlines need to
improve and support professionals’ understanding of trained
interpreters’ roles, and ability to access and work with them
effectively, including reducing mistranslation (Bischoff et al, 2003;
Kai et al, 2006). This will be crucial if the benefits of better
provision of physically present and remote telephone access
interpreting services in health care are to be realised.
Given the common reality of family members interpreting for
patients, guidance for professionals should incorporate how this
might be negotiated in practice, recognising its potential limita-
tions. Professionals should be sensitive to individual patient or
family preferences and be prepared for how their sense of control
in any triadic encounter may alter. Study data highlight a range of
practical questions that guidance and training for professionals
should address. Examples are shown in Box 6.
Box 5 Challenges and dilemmas working with patients’ families
P2: Are you getting an accurate picture? Is this actually what the patient wants
you to do or is it the family’s perception of what they wanty
P4: I’ve felt sometimes that expectations of the patient and their familyy may
be differenty about maybe not being so informed of what’s really happening
and how it’s progressing and imminent death. And it can lead to difficulties
where we don’t wish to cause any offence or upset family or patient, yet we
can’t agree to treatmenty or investigations that we think are inappropriatey
sometimes that can be difficult really to explain to the patient (Hospice
multidisciplinary team, G8).
P5: ‘One of the difficult thingsy if you intervene in something that they don’t
agree with, be it communication (about diagnosis), be it with analgesia, be it
with admission or discharge – the family need that sort of control ythe
families dictate what you do, and are we here to deny them that?’y
Person 4: That so clashes with our remit, doesn’t it, to tell the truth. If
somebody asks you and the family’s there, you’re thinking, ‘well what do I say
now’?
(Multidisciplinary palliative care team, G4).
I think one of the problemsy is you are very client-centred so you’re looking
at the problem that is important to the patient and if you’re relying on family
members, you’re not always sure that you’re identifying the problem that is
important to the patient (Multidisciplinary palliative care team, G12).
Box 6 Practical questions arising from professionals’ experiences
What can I do to improve care of a patient when we do not share a language?
How do I know that what I am saying is being interpreted correctly?
How do I best gauge the information and decision-making preferences of the
patient?
How do I break bad news to a patient via a third party?
How can I best work in tandem with an interpreter to optimise
communication?
What should I do if the patient or family does not want a professional
interpreter?
How can I best work with a family member interpreting in a consultation?
How should I approach being patient-centred and regard patient autonomy
within the context of family requests and preferences?
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handling complex information, and tasks such as breaking bad
news. Other work has highlighted the concern that interpreters
might underestimate psychological concerns (Roy et al, 2005).
This may be helped by professionals, where possible, briefing
interpreters before consultations about their likely content or
purpose. Support for professionals might be complemented with
methods to empower patients to communicate their concerns and
needs, for example, using audiovisual information (Harmsen et al,
2005), whereas models of advocacy may also offer promise.
Testing notions of patient-centredness and autonomy
Providing information when patients vary in how much and when
they wish to know, or relatives seeking to avoid disclosure of bad
news, are common challenges (Leydon et al, 2000). These were
amplified for professionals in their experience of cross-cultural
care. Our respondents found establishing their patient’s desire for
information about their illness, and informed consent for care was
more difficult when families’ mediation of communication and
decision making in relation to a patient intersected.
Our findings highlight two dilemmas for professionals. Firstly,
being less able to achieve direct exploration with some patients,
professionals felt, and were by definition, less able to be patient-
centred in their approach (Stewart, 2001). This poses a formidable
challenge where further development of practical guidance on
working with a third-party interpreter or family member may help.
Nevertheless, the cross-cultural transferability of patient-centred-
ness remains unclear (Skelton et al, 2001).
Secondly, should negotiation with a patient and their family
always require acquiescence to ‘Western’ views of truth telling,
and ethical frames of respect for individual rights and patient
autonomy? (Kaufert and Putsch, 1997). A framework based on
social relationships may be equally valid (Surbone, 2006). Empi-
rical evidence is sparse but, as may be reflected in professionals’
experience here, some patients may prefer to give control of
decision making to family members (Blackhall et al, 1995; Davis,
1996; Kagawa-Singer and Blackhall, 2001). Adopting an alternative
ethical perspective, avoiding telling bad news to a patient may be
perceived as reducing harm, with harmful information managed
by the family.
Professionals should be sensitive to individual variations in
perspectives and avoid stereotyping patients and their families, for
example, by assuming a patient would or would not want to be told
bad news, or have particular styles of coping (Culver et al, 2002) or
use of denial (Roy et al, 2005). They should seek, as far as possible,
to explore each patient and family’s wishes and attitudes to
sharing of information and decision making as a generic principle.
Discussion of case examples by health professionals may enhance
skills in these crucial areas of assessment for cancer care (Kagawa-
Singer and Blackhall, 2001; Kai, 2005).
Our findings underline the need for better awareness and
understanding of cultural variation concerning concepts such as
patient centredness, patient autonomy and how families might
approach disclosure and decision making. The extent to which
these concepts may be ethnocentric and lack universality deserves
wider consideration. Substantive further research exploring these
issues from patient, family and professional perspectives, and by
empirical observation of relevant interactions, is needed.
This study suggests a range of ways in which cross-cultural
communication and thus quality of care may be compromised
when third parties are interpreting for patients. Health profes-
sionals require much better support and practical guidance to
work effectively both with trained interpreters and with the
common reality of patients’ families interpreting for patients.
Recent initiatives such as the National Communication Skills
Programme for health professionals in cancer care (www.connected.
nhs.uk) and current review of the NHS Cancer Reform Strategy may
present opportunities to include relevant training in the UK, with
resources to facilitate learning and discussion becoming available
(Kai, 2005). Family involvement in mediation of communication
and decision making for patients is particularly challenging, testing
notions of patient-centredness and patient autonomy. Barriers of
language expose need for great sensitivity to individual variations in
these concepts to achieve culturally appropriate care. In these
contexts, professionals should explore desire for and attitudes to
sharing of information and decision making with each patient and
family.
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